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Case Report 
A 69-year-old man was admitted via the A&E De- 
partment following an episode of weakness. In the 
previous few days he had lower abdominal pain and 
intermittent rigors. On examination he was hy- 
potensive (BP 90/60mmHg) tachycardic (130bpm) 
and hypothermic (35.2 °C). Abdominal examination 
revealed lower abdominal tenderness. On investiga- 
tion he had a leukocytosis of 29.2 x 109/1 and a haemo- 
globin of 12.5 g/dl. Chest X-ray, ECG and biochemistry 
were normal. 
The working diagnosis was of septicaemia, possibly 
secondary diverticular disease or a urinary tract in- 
fection in view of his lower abdominal tenderness. He 
was treated with intravenous fluids and antibiotics. 
His hypotension and tachycardia responded to min- 
imal fluid replacement. Following transfer to the ward 
he collapsed and underwent prolonged cardio-res- 
piratory resuscitation. He was transferred to the intens- 
ive care unit where he required full ventilation. Cardiac 
function returned with BP 145/60 mmHg and a pulse 
of 130bpm. Haemoglobin was now 6.2g/all. Ab- 
dominal ultrasound suggested a retroperitoneal haem- 
orrhage. He was transferred to theatre, where 
laparotomy revealed blood in the peritoneal cavity and 
a retroperitoneal haemorrhage. There was extensive 
periaortic lymphadenopathy. On cutting through the 
lymph nodes there was marked exudation of fluid. 
The underlying aorta was of normal calibre, looked 
normal and was normal to palpation. There was a 
i cm long tear 3 cms above the bifurcation - this was 
repaired by primary closure using 3/O polypropylene 
suture. 
Peroperative Gram-stain of the lymph glands 
showed Gram-positive cocci. He was commenced on 
intravenous vancomycin and penicillin. An echo- 
cardiogram revealed thickened aortic and mitral valve 
cusps associated with pericardial effusion consistent 
with bacterial endocarditis. He remained septic post 
surgery and developed renal failure requiring haemo- 
dialysis. CT scan of his brain showed cerebral oedema. 
Subsequent tests failed to demonstrate any brain stem 
function. He died 10 days post admission. 
Discussion 
There have been many reports of ruptured aorta sec- 
ondary to infection. The vast majority of these aortas 
have been aneurysmal. This condition was first de- 
scribed by William Osler in 1885 - the so-called mycotic 
aneurysm. ~ The organism most commonly cultured 
being salmonellaY We present a rare case of rupture 
of a normal calibre aorta due to aortitis. 
Diagnosis is difficult, as often there are no specific 
findings. Investigation is also unrewarding. Com- 
puterised tomography may be useful, 4'5 as is scanning 
using isotope radio-labelled leukocytes. The overall 
mortality from non-aneurysmal ortitis is 50%. 4 It 
could be argued that treatment of an aneurysm that 
is infected would require exclusion or replacement 
with a prosthetic graft regardless of the presence of 
infection, while treating an aorta of normal calibre 
which is infected might not necessarily require re- 
placement. The extent of the infection is impossible to 
determine, all suture lines whether they be of primary 
closure of aortic or iliac stumps, prosthesis-artery 
anastomoses or primary repair are equally at risk 
of infection and further rupture. Indeed, prosthetic 
material must surely increase the likelihood of per- 
sistent infection and anastomotic breakdown. It seems 
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optimistic, to say the least, to assume the infection 
should be limited to 3-5 cm below the renal artery. 
Suturing in a prosthetic graft into an infected vessel 
would appear to be much more risky than primary 
suture. As far as we are aware this is the first report 
of primary repair of ruptured aortitis. The outcome 
was not satisfactory from the patient's point of view. 
Regrettably, the long-term durability of this repair was 
not tested. We would argue that logically it is as safe 
as any of the other repairs. 
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